Inter-agency collaboration in the public sector remains chronically difficult, especially in the field of health and social care services; yet governments understandably remain enthusiastic about it. This article critically examines the potential of networked collaboration, which involves IT to facilitate inter-organizational collaboration, with particular reference to health and social care services. Networked collaboration can be implemented by the use of social software such as blogs, wikis and online discussion groups, which have been designed for the purpose of communication and collaboration. As a result of technological innovations it is now possible to engage in synchronous (real time) interactions that are not limited by location. The role of virtual collaborative conference facilities offers open access to shared information in health and social services, a place for collaborative activities and discussion tools. What current developments in social software can do is to offer ways of facilitating and enabling the necessary partnerships in health and social care services to move forward by reducing some of the main barriers to communications between managers and professionals across organizational boundaries.
Introduction
Our previous research into the management of inter-organizational collaboration in mental health services (Jones et al., 2004) supports the views of Hudson et al. (1999) , who argued that inter-agency collaboration in the public sector remains chronically difficult, yet governments (understandably) remain enthusiastic about it. Sometimes in the field of health and social care the language changes and people talk about partnerships, networks, inter-organizational collaboration, cooperation, co-ordination, coalitions and alliances, but the main problem remains the same: how can health care professionals and managers working for different organizations be helped to work together effectively across organizational boundaries in the interests of the intended beneficiaries (the 'clients') of health and social care agencies?
Our research (Jones et al., 2004) into problems of achieving and maintaining effective collaboration between organizations in the fields of health and social care has consistently highlighted the need for improved communications and, wherever possible, physical proximity of health and social care professionals and managers.
In this article we will critically examine the potential of networked collaboration, which involves Information Technology (IT) to facilitate inter-organizational collaboration, with particular reference to health and social care services. Networked collaboration can be implemented by the use of social software such as blogs, wikis and online discussion groups, which have been designed for the purpose of communication and collaboration. The concept of social software appeared in the literature in 2002 and is attributed to Clay Shirky (http://www. shirky.com/). Social software has been designed specifically to support group sharing and collaboration. The use of email in organizations has become ubiquitous and in education the use of discussion boards is becoming more common, now the adoption of newer social software tools is emerging. Connell (2004) undertook a review of literature on social software and concluded that this technological development was still at a formative stage. However since 2004 there has been a marked increase in the use of such social software as blogs and wikis; for example, in January 2007 there were over one and half million English language entries in Wikipedia and the blog search engine Technocrati tracked over 63m blogs. Blogs allow for instant sharing and collaboration between any number of participants. In addition wikis have been used for collaboration and in particular for interdisciplinary projects. Collaboration supported by social software enables professionals from health and social care to join a combined virtual community. The challenge for health care professionals and managers is to discover and exploit the increasing range of online communication systems in the interests of inter-organizational partnerships delivering health and social care. Ideally, we need to create opportunities for 'synergy between collaborating organisations' (Huxham, 1996a: 14) , but 'contingency theory teaches us that we are unlikely to find useful universal prescriptions to enable us to move from "inertia" to "advantage". More validly we need a framework which will help to develop our understanding and improvement of collaborative efforts in particular contexts' (Jones et al., 2004: 111) .
The Continuing Need for Inter-organizational Collaboration and Partnerships
The need for inter-agency collaboration and the problems of achieving it still haunt us. As we have argued elsewhere (Jones et al., 2004) there is a great deal of evidence (for example Ansari et al., 2001; Booth, 1981a,b; Bryson and Crosby, 1992; Challis et al., 1988; Huxham, 1996b Huxham, , 2000 Palfrey et al., 1991; Webb, 1991; Wistow, 1982; Wistow and Brooks, 1988 ) that efforts to achieve collaboration often remain 'a self-interested process with organizations trying to maximize autonomy and minimize dependency' (McGrath, 1988: 63) and that they have 'remained conceptually elusive and perennially difficult to achieve' (Hudson et al., 1999: 236) . And as Ferlie and McGivern (2003: 3) have pointed out 'the lack of inter-agency co-operation is an enduring theme in public policy'; such relations 'may be characterised by conflict or indifference as well as co-operation' (Ferlie and McGivern, 2003: 3) .
Despite the fact that we have not yet 'solved' the problems, the prescriptions for collaboration and partnerships understandably continue. The government continues to advocate 'multi-disciplinary working' (Department of Health, 2005: 24) and the Audit Commission insists that 'local partnerships are essential to deliver improvements in people's quality of life . . . [despite the fact that] working across organisational boundaries brings complexity and ambiguity that can generate confusion and weaken accountability ' (Audit Commission, 2005: 2) . In Wales (where the present authors are based) the Minister for Health and Social Services, in discussing the planned improvements to health services, has said that 'much of the achievement will rely on good partnerships, especially across the NHS, public health, local government and voluntary organisations' (Welsh Assembly Government [WAG], 2005: 1) . More recently the WAG (2006 a, b) has announced its intention to create 22 Local Service Boards (LSBs) (one for each of the 22 local authority areas in Wales) with the aim of bringing together the planning and implementation of a wide range of local services including hospitals and social services. Each LSB is to have representation from a range of local agencies including local authorities, the NHS, WAG officials, the police force and voluntary bodies.
What is lacking from much of this literature is guidance on how problems of vested interests and 'deep structure' can be overcome. There are some exceptions to this, especially in the implementation literature (see for example Hill, 2005; Hill and Hupe, 2002) . But what is needed in relation to achieving and managing inter-organizational collaboration for health and social care is greater recognition of precisely how this may be achieved, given the problems of silo-thinking and professional self-interests. The problem is how to identify and manage the complex links between problems of power distribution at national, professional and organizational levels and the micro-level problems that individual professionals and street level bureaucrats (Lipsky, 1980; Nielson, 2006) face in trying to manage health and social care services effectively. This is the area in which we think that developments in social software can be of potential benefit.
Definitional Issues: A Conceptual Analysis Huxham's (1996a) analysis of the problems of creating and maintaining 'collaborative advantage' contains a number of other labels that are often used by people to mean the same as (or something akin to) 'collaboration', labels such as partnerships, cooperation, coordination, coalition, networks, alliances, bridges, client centred 'one stop shops', joined-upness and working seamlessly. A recent contribution to the literature that seeks to distinguish between some of these concepts is the book edited by Carnwell and Buchanan (2005) . They offer more useful definitional guidance. In particular they draw attention to Cahill's (1996) work, which emphasizes the importance of involvement of the intended beneficiaries of a service (service users? clients? customers? consumers? citizens? the community?). Such involvement, in the view of Carnwell and Carson (2005) , suggests that 'as people become more involved they begin to collaborate with each other and through this process of collaboration a greater sense of involvement transpires. This sense of involvement can ultimately result in sufficient trust, respect and willingness on the part of different parties for partnership to develop' (Carnwell and Carson, 2005: 13) . This view seems to conceive partnership as something 'beyond' collaboration on a continuum of increasing involvement or integration, and it is a conceptualization that we find appropriate and useful. However, although Cahill (1996) offers a useful conceptual analysis, what is needed is more empirical studies that put her analysis to the test in a wider range of local contexts, not only in relation to 'patients' but also with other 'clients' of health and social care services.
There can of course be no 'definitive' definitions of the terms because they are contextually dependent. The meanings of the terms vary across time and space and in different policy arenas. What the two terms (collaboration and partnership) do have in common, it seems, is a concern with mutual trust, blurred boundaries, highly connected networks, joint working and an emphasis on 'organic' rather than 'mechanistic' structures (Burns and Stalker, 1961) .
Clearly there are definitional complexities surrounding collaboration and partnership and more recently as a result of the work of Wenger (1998) we add to the terms that of 'communities of practice'. There are many definitions of these terms including the conflation of them, e.g. collaborative partnership (see Foskett, 2005; Huxham, 1996a; Pratt et al., 1998) . Wenger (1998) in his seminal work introduced the concept of communities of practice, which are 'the sum of both stakeholder interest and the development of individuals within the community' (Johnson, 2001: 46) . Liedka (1999: 5) defines communities of practice as 'individuals united in action'. The learning arising out of the community of practice is collaborative. Communities of practice are rooted in constructivism (Palloff and Pratt, 1999; Wenger, 1998) and learning in these communities is known as situated learning. A key idea of communities of practice is community knowledge, in which the total of the community knowledge is far greater than any individual's knowledge. Wenger (1998) argues that individuals learn through interaction with others within a 'community of practice'. Its constituent components include the following:
• Practice: learning as doing.
• Community: learning as belonging.
• Identity: learning as becoming.
• Meaning: learning as experience.
Social constructivist theories have been furthered by the work of Wenger (1998) , whose social theory of learning highlighted the importance of communities of practice and the situated nature of learning. The kind of social theory Wenger offers is not a replacement for other theories but offers a different focus on learning as social participation and includes concepts of meaning, practice, community and identity, which are seen as deeply entwined.
There has been a great interest in Wenger's ideas applied to the study of virtual communities. Virtual communities facilitate collaboration across geographical areas and time zones. We argue that technology should act as a catalyst for rethinking about the nature of collaboration. At present, however, more research is needed to understand the issues and benefits of technology for collaboration (Hodgson and Watland, 2004) .
Difficulties in Achieving and Maintaining Inter-agency Working
What are the main elements that make it difficult for staff in health and social care services to achieve and maintain effective inter-organizational partnerships? One of these elements (based on the research we reported in Jones et al., 2004 ) is the number of changes that health care and social care professionals and managers are expected to cope with, both in health care agencies and local authorities. This is exacerbated by differences in culture and values between health and social services and a lack of communications.
The changes that can make life difficult include changes in personnel, which can 'militate against personal connections between key staff' (Jones et al., 2004: 116) . As Hardy et al. (1992) have noted such rapid changes of staff affect the building of trust between people. We have found evidence that managers from both local authorities and health care agencies think communications problems are a principal obstacle to inter-organizational collaboration and joined-up planning and delivery. Comments have included (reported in Jones et al., 2004: 116-17) :
Local Authorities have their own agenda. I don't think we communicate all that well together.
I am conscious that the picture is very confusing and complicated.
Although we have various mechanisms for engaging with social services and the voluntary sector I don't feel that they are terribly effective.
Communications between all the elements is really difficult. I don't think we have it right yet.
How are the communications problems to be resolved when 'uninterrupted and possibly prolonged opportunities for interaction across boundaries' are not possible in a direct 'face-to-face' sense? We return to this dilemma later. Carnwell and Buchanan (2005) have also identified a range of (potential and actual) problems in achieving effective collaborative partnerships. They include:
• a tendency of some agencies to 'defend their own turf'; • confusion and lack of clarity about roles and responsibilities; • wastage of scarce resources, especially of smaller agencies, in unproductive discussion; • futile attempts to co-ordinate systems that are already inadequate or disorganized; • difficulties in resolving differences of power, resources and philosophy between agencies; • a tendency for larger agencies to take over the work and marginalize the smaller agencies; • larger agencies may leave too much of the work to smaller ones; • a tendency to marginalize service users and prospective clients. (Carnwell and Buchanan, 2005: 265-7) Which of these will be the most serious obstacles will be largely determined by context. They will vary according to which organizations are seeking collaborative relations and according to the particular patterns of relative power and management resources. Many of the difficulties stem from a perennial problem of the 'tragedy of the commons' (Hardin, 1968) , otherwise known as the prisoners' dilemma (Handy, 1999) . This phenomenon, which poses perennial problems in public policy, concerns the balance between private gains and commonized losses; people tend to behave in ways that are likely to be in their perceived self-interests (Allen, 1979; Palfrey et al., 1992: 74-5) . For a collaboration to be sustained, there must be perceived benefits for all the parties involved.
This collaborative dilemma has been analysed by Challis et al. (1988) in assessing the problems of achieving collaboration in a wide range of national and local social policy initiatives. To what extent is it possible to achieve and maintain a kind of organizational altruism in pursuing common interests on behalf of the intended beneficiaries of health and social care services? Are such attempts doomed to failure (or at least sub-optimality) because of the pull of self-interest? Or are there ways of moving towards improved collaboration in a relatively rational way despite the partisan nature of much decision-making (Lindblom, 1959 (Lindblom, , 1979 ?
Our past research (Jones et al., 2004) suggests that effective communications comprise a necessary (albeit insufficient) component in successful collaborative partnerships. This supports one of the prescriptions of Challis et al. (1988: 273) : that one needs 'uninterrupted and possibly prolonged opportunities for interaction across boundaries in order to permit learning about divergent paradigms, practices, constraints and competences -as a basis for the development of trust and a soundly-based system-wide perspective'. Returning to the metaphor of the prisoners' dilemma, it is not for nothing that police officers seek to keep prisoners apart when investigating their alleged joint misdemeanours. Here the aim is precisely to prevent the prisoners from reinforcing high levels of trust between them -the direct opposite of what one is seeking in moving towards trusting and collaborative relations. Improved communications and, wherever possible, physical proximity of health and social care professionals and managers are needed for effective collaboration (Jones et al., 2004) . However, such physical proximity is not always possible, and other means of providing 'opportunities for interaction' therefore need to be established.
In seeking to develop ideas for improving collaborative partnerships, Carnwell and Buchanan (2005: 272) have pointed out that what is lacking is 'literature concerned with the development of theory/practice knowledge in relation to partnership work that would inform and enable workers at the "front line" to be better equipped'. They too believe that face-to-face contact can encourage informal, open dialogue. They go on to say that this 'may be supplemented by new electronic formats of communication including . . . discussion boards, electronic communities, etc.' (Carnwell and Buchanan, 2005: 272) . This is precisely the aspect of communications that we wish to explore in this article.
Developments in Social Software
The development of technology has expanded especially since the advent of the Internet and improved online communication systems. IT not only provides a media-rich system for providing information but also offers support for online conversations between groups through instant messaging, e.g. MSN messenger; synchronous and asynchronous online conferences; and weblogs and wikis, which encourage comments from others.
As these technologies have evolved so has the opportunity to form online communities that help facilitate inter-organizational collaboration.
The situation is further complicated as both technology changes and our response to that changing technology becomes more sophisticated. Garrison and Anderson (2003) identify three distinct 'generation models' in distance education that have been driven by advancement in technology. As we move from first to third generation there appears to be a shift in emphasis from a situation where professionals do not have to interact with each other to a position that includes interactive processes through synchronous and asynchronous technologies. Synchronous communication technologies offer real time online communications but because of the speed of the online discussion may not facilitate deep reflection. Asynchronous learning is believed by many to facilitate reflective practice (Garrison and Anderson, 2003; Laurillard, 2002; Salmon, 2002) .
The Role of Social Software in Facilitating Inter-organizational Collaboration and Partnerships
As a result of technological innovations it is now possible to engage in synchronous (real time) interactions that are not limited by location. In addition, as Graham (cited in Bonk and Graham, 2006: 6) highlights, 'There is an increasing focus on facilitating human interaction in the form of computer-supported collaboration, instant messaging and blogging'. The role of this virtual collaborative conference facility offers open access to shared information in health and social services, a place for collaborative activities and discussion tools. As a result there is a greater opportunity for both sectors to use the experience in order to improve communication and improve their overall effectiveness. There are clear differences between traditional and virtual communities. In virtual communities clearly, the partnership is located in the virtual collaborative space rather than in their respective health and social care sectors. Because the professionals will be communicating in a virtual community it could be argued that they will be freed from some of their organizational rules and rituals and are offered greater flexibility. Squire and Johnson (2000) note that online communities do not need formal boundaries and therefore can be more fluid.
Virtual communities are not without their problems and we now turn to an identification of some of the main ones. Technology is not neutral; it influences the nature of interactions and the experience.
Netiquette
Collaborating online requires at the start the need to design rules and norms for communication. These have been termed netiquette by Salmon (2000) . In order to avoid 'flaming', i.e. destructive communication, it is important to decide what is or is not acceptable.
Trust
Safety and trust within an online community are vitally important for any learning and change to occur. Trust is not easy to develop quickly in an online community, there are no reassurances from non-verbal communication and traditional social factors that facilitate decision-making and communication are absent. There are many studies highlighting the critical importance of trust in sustaining virtual collaboration (Hossain and Wigand, 2004) .
Sharing
It is important that members of the virtual community are willing to share ideas and resources. It is clear that not all are comfortable with the ideals of a participatory democracy. For a collaboration to be sustained, there must be perceived benefits for all the parties involved.
Participating
One of the biggest problems with computer mediated conferences (CMCs) is nonparticipation or withdrawal. The frustration of persuading individuals to take part in online discussions is well documented and is a continuing issue (Arbaugh and Duray, 2002; Bork, 2003) . There must be a high level of motivation built into the CMC and this is aided by using an effective facilitator in the conferences. Palloff and Pratt (1999) identify four phases involved in building online collaboration; these are: (1) the initial phase setting up, (2) the conflict phase, (3) the intimacy and work phase, and (4) the termination phase. The skilled facilitator would need to be mindful of these phases and offer advice and guidance accordingly. The question to be addressed is how we best use social software so that successful collaboration may be achieved among geographically dispersed sectors of health and social services. We have argued that proximity was advantageous and encouraged the social processes of team building and trust. Hossain and Wigand (2004) argue that there are four essential conditions that need to be met in order to ensure optimal use of IT for supporting collaboration. The conditions are as follows.
1. Understanding the Need to Collaborate Given the increasing pressures over the last 30 years from official sources (for example Department of Health, 2004 DHSS, 1976) for organizations to collaborate and to develop partnerships in order to more effectively plan and deliver services, we believe this understanding is largely in place in many organizations. Health and social care professionals now 'grow up' with the need for collaboration etched on their hearts, or at least in their training programmes. Governments remain enthusiastic about the need for collaboration, partnerships and networks and the perceived pressure on health care professionals to collaborate is unlikely to diminish in the foreseeable future.
User Understanding of the Use and Utility of IT for Supporting Collaboration
ICT systems have become firmly embedded into the day-to-day work of health care professionals and there is an increasing awareness of some of the technological imperatives; for example professionals increasingly recognize that moving information around is generally much faster and cheaper than moving staff around, especially in rural areas where distances between those who need to communicate frequently are relatively large. As the importance of collaboration is recognized the increasing potential of ICT to meet the challenge is being realized by an increasing number of agencies and professionals.
3. Appropriate Support for the Adoption, Implementation and Postimplementation Phase The need to achieve and maintain inter-organizational collaboration and to make effective use of IT is felt not only by health care professionals but also by their managers, perhaps even more so because of their relationship with government policies and issues of accountability. One might therefore envisage that the necessary managerial support would be forthcoming. Whether this support is more theoretical than real is an issue that requires further research.
An Organizational Culture for Supporting Collaboration
We strongly suspect that of the four 'essential conditions' this is the one that is likely to be most problematic. It closely resembles one of Hudson et al.'s (1999) prerequisites for effective collaboration -building up trust from principled conduct. What is needed is 'sufficient trust to initiate co-operation, and a sufficiently successful outcome to reinforce trusting attitudes and underpin more substantial subsequent collaborative sustainability' (Hudson et al., 1999) . The creation of such a 'virtuous circle' is a prize worth working hard for but to achieve it one needs to address the prisoners' dilemma head on. There is a need to invest in trust rather than economize on it (Hudson et al., 1999) . Experiences within higher education (HE) may be instructive here. As in the case of health and social care organizations, HE is an environment in which there are relatively autonomous professionals seeking to protect their interests while trying to move forward towards more effective collaborative relations with their colleagues. Similarly trust within online communities features in the literature (for example Bonk et al., 2004) although there is some disagreement on the need for face to face meeting to help facilitate trust. Palloff and Pratt (1999) and Salmon (2000) argue that it is possible to build trust in a fully online relationship. Jones (2006) stresses the value of face to face initial meetings in order to help build the community and trust in the groups.
Conclusion
We are not advocating that the virtual community replaces face to face meetings but that virtual communication enhances opportunities for even more collaboration to support effective relationships. There is, of course, already a range of IT applications in use in health and social care. In health care we have telemedicine and in social care we have telecare. Both of these help to diminish the problem of patients and clients being geographically dispersed in the 'community'. This can be especially useful in rural areas, in the context of the continuing reconfiguration of health services in both rural and urban areas, and in the relentless pursuit of increased efficiency in the planning and delivery of health and social services. But in urban areas too, the development of social software has the potential to enhance collaborative working between acute and community services and to reduce the frequency of 'communications breakdowns', which often seem to plague services and sometimes lead to serious complaints and inquiries. In general collaborative partnerships are viewed positively and predicted benefits are that the whole (i.e. the partnership's outcomes and ideas) is greater than the sum of the parts. This espoused synergy can be seen in Government thinking from the 1980s. Clearly collaboration is easier when there is greater similarity in the partners' organizational structures, missions and purpose. In addition, effective partnerships require trust between the partners (Clegg and McNulty, 2002; Milbourne et al., 2003) .
In conclusion we are arguing that the use of social software allied with face to face communication would facilitate collaboration between health and social services. The changing imperatives of health and social services and the development of social software are following a similar path. We recognize the importance of preparing employees in the use of social software, but once this staff development is undertaken relationships between these two sectors would be enhanced.
The need for inter-organizational collaboration and partnerships is unlikely to reduce in the foreseeable future. Such problems in the public sector seem particularly acute in the field of health and social care. What current developments in social software can do is to offer ways of facilitating and enabling the necessary partnerships to move forward by reducing some of the main barriers to communications between managers and professionals across organizational boundaries.
